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August 11,2010 CERTIFIED MAIL #: 7008 0500 0002 2003 4379

Lynne Huyck, Administrator
Huckleberry Retivement Homes - 1V
135 North Baldy Mountainn Road
Sandpoint, 1D 83864

Dear Ms. Huyck:

Based on the state relicensure and follow-up survey conducted by our staff at Huckleberry
Retirement Homes 1.L.C - TV on July 28, 2010, we have determined that the facility failed to
protect residents from inadequate care and protect residents from neglect.

These core issue deficiencies substantially limil the capacity of Huckleberry Retirement Homes
LLC - IV to furnish services of an adequate level or quality to ensure that residents' health and
safety are safe-guarded. The deficiencie are described on the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a potential enforcement action.
Correction of this deficiency must be achieved by September 11, 2010. We nrge you to begin
correction immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction
by answering each of the following questions for each deficient practice:

N What corrective action(s) will be accomplished for those specific
residents/personnel/areas found to have been afiected by the deficient practice?

+  How will you identify other residents/personnel/areas that may be affected by the same
deficient practice and what corrective action(s) will be taken?

+ What measures will be put into place or what systemic changes will you make o ensure
that the deficient practice does not recur?

’ How will the correclive action(s) be monitored and how often will monitoring occur to
ensure that the deficient practice will not recur (i.e., what quality assurance program
will be put into place)?

' By whal date will the corrective action(s) be completed?



Lynne Huyck, Administrator
August 11, 2010
Page 2 of 4

Return the signed and dated Plan of Correction to us by August 24, 2010, and keep a copy for
your records. Your license depends upon the corrections made and the evaluation of the Plan of
Correction you develop.

You have available the opportumty to question cited deficiencies through an Infonmal Dispute
Resolution process. If you disagree with the survey report findings, you may make a written
request to the supervisor of the Residential Assisted Living Program for a Level 1 IDR mieeting.
The request for the meeting must be made within ten (10) business days of receipt of the
statement of deficiencies (August 24, 2010). The specific deficiencies for which the facility asks
reconsideration must be included in the written request, as well as the reason for the request for
reconsideration. The facility’s request must include sufficient information for Licensing &
Certiftcation to determine the basis for the provider’s appeal. If your request for IDR is received
after Angust 24, 2010, your request will not be granted. Your IDR request must me made in
accordance with the Informal Dispute Resolution Process. The IDR request form and the process
for submitting a complete request can be found at www.assistedliving.dhw.idaho.gov under the
heading of Forms and Information.

Please hear in mind that non-core 1ssue deficiencies were identified on the punch list, a copy of
which was reviewed and left with you during the exit conference. The completed punch list form
and accompanying proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be
submitied to this office by August 27, 2010.

I1, at the follow-up survey, it is found that the facility is not in compliance with the rules and
standards for residential care or assisted living facilities, the Departinent will have no altemative
but to initiate an enlorcement action against the license held by Hucklebeny Retirement Homes
LLC - 1V.

During the survey, the survey team identified that the administrator was over more than one
facility. As of January 1, 2007, core issue deficiencies have been cited at IDAPA
16.22.03.215.03 when survey teams identify multiple facilities under one administrator for 30
days or more. However, due to the long history of the facility’s administrator being over more
than one facility, a core issue deficiency will not be issued for that requirement at this time.
However, the facility must still comply with the following statute, which will be verified when a
follow-up smvey 1s conducted:

"IDAHO RESIDENTIAL CARE OR ASSISTED LIVING ACT

39-3321. QUALIFICATIONS AND REQUIREMENTS OF
ADMINISTRATOR. Each residential care or assisted living facility must
employ at least one (1) administrator licensed by the bureau of occupational
licensing, which is responsible for licensing residential care fucility
administrators for the state of ldaho. Multiple facilities under one (1)
administrator may be allowed by the department based on an approved plan
of operation."”
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Idaho Administrative Procedures Act (IDAPA) 16.03.22.215 of the rules for Residential
Care or Assisted Living Facilities in [daho, states:

“REQUIREMENTS FOR A FACILITY ADMINISTRATOR, Each facility must
be organized and administered under one (1) licensed administrator assigned as the
person responsible for the operation of the facility... "

Facilities that meet the requirements stated below may be eligible to receive a variance to have
one person serve as admimstrator over two or more facilities.

GUIDELINES FOR VARIANCE FOR ADMINISTRATOR
OVER MORE THAN ONE FACILITY

1. The administrator holds a full residential care admimstrators license from he Idaho Bureau
of Occupational Licensing,

2. The facilities are not located more than fifty (50) miles from the cily in which the licensed
admimistrator resides.

3. Neither facility has received a core issue deficiency within the past two years.

4. Each facility has corrected and sustained correction of non-core issue deficiencies cited on
previous surveys.

5. The total number of facilities the administrator will act as administrator for does not exceed
four.

6. The total number of beds, for which the variance is requested, does not exceed eighty (80).

7. The request for a variance must include a high level plan of operation (ldaho Code 39-3321),
include at a minimum:
a) an organizalional chart;
b) a description of the lines of authority; and
¢) a description of responsibility for supervision and notifications when the administrator is
not in the building.

8. The administrator signs and returns the attached attestation.

Howecever, due to the core deficiencies (IDAPA 16.03,.22.520 and 16.03.22,525) cited on July
28, 2010, a variance canuot be granted for the cnrrent administrator te be over two

facilities. Therefore, separate administrators mnst be obtained for Huckleberry
Retirement Homes, LLC - IIT and Huckleberry Retirement Homes, LL.C -1V,
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Dear Ms. Huyck:

Based on the state relicensure and follow-up survey conducted by our staff at Huckleberry
Retirement Homes LLC - TV on July 28, 2010, we have determined that the facility failed to
protect residents from inadequate care and protect residents from neglect.

These core issne deficiencies substantially limit the capacity of Huckleberry Relirement Homes
LLC - IV to furnish services of an adequate level or quality to ensure that residents' heatth and
safely are safe-guarded. The deficiencie are described on the enclosed Statenient of Deficiencies.

You have an opportunity to make corrections and thus avoid a potentiat enforcement action.
Correction of this deficiency must be achieved by September 11, 2010. We urge you to begin
correction immediately,

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction
by answering each of the following questions for each deficient practice:

+  What corrective action(s) will be accomplished for those specific
residents/personnel/areas found to have been affected by the deficient practice?

+ How will you identi{y other residents/personnel/areas that may be affected by the same
deficient practice and what corrective action(s) will be taken?

+ What measures will be put into place or what systemic changes will you make to ensure
that the deficient practice does not recur?

+  How will the corrective action{s) be mouitored and how often will momtormg occur to
ensure that the deficient practice will not recur (1.e., what qualily assurance program
will be put into place)?

. By what date will the corrective action(s) be completed?
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Return the signed and dated Plan of Correction to us by August 24, 2010, and keep a copy for
your records. Your license depends upon the corrections made and the evaluation of the Plan of
Correction you develop.

You have available the opportunity to question cited deficiencies through an Informal Dispute
Resolution process. If you disagree with the survey report findings, you may make a written
request to the supervisor of the Residential Assisted Living Program for a Level | IDR meeling.
The request for the meeting must be made within ten (10) business days of receipt of the
statement of deficiencies (August 24, 2010). The specific deficiencies for which the facility asks
reconsideration must be included 1n the writlten request, as well as the reason for the request for
reconsideration. The facility’s request must include sufficient information for Licensing &
Certification to determine the basis for the provider’s appeal. If your request for IDR is received
after Augnst 24, 2010, your request will not be granted. Your IDR request must me made in
accordance with the Tnformal Dispute Resolution Process. The IDR request form and the process
for submitting a complete request can be found at www.assistedliving. dhw.idaho.gov vuder the
heading of Forms and Information.

Please bear in mind that non-core issue deficiencies were 1dentified on the punch list, a copy ol
which was reviewed and left with you during the exit conference. The completed punch list form
and accompanying proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be
submitted to this office by August 27, 2010.

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and
standards for residential care or assisted living facilities, the Department will have no alternative
but to initiate an enforcement action against the license held by Huckleberry Retirement Homes
LLC-1V.

During the survey, the swrvey team identified that the administrator was over more than one
facility. As of January 1, 2007, core issue deficiencies have been cited at IDAPA
16.22.03.215.03 when survey teams identify multiple facilities under one administrator for 30
days or more. However, due 1o the long his{ory of the facility’s administrator being over more
than one facility, a core issue deficiency will not be issued for that requirement at this time.
However, the f{acility must still comply with the following statute, which will be verified when a
{ollow-up survey is conducted:

"IDAHO RESIDENTIAL CARE OR ASSISTED LIVING ACT

39-3321. QUALIFICATIONS AND REQUIREMENTS OF
ADMINISTRATOR. Each residential care or assisted living facility must
eniploy at least one (1) administrator licensed by the bureau of occnpational
licensing, which is responsible for licensing residential care facility
administrators for the state of Idaho. Multiple facilities under one (1)
administraior may be allowed by the department based on an approved plan
of operation."
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ldaho Administrative Procedures Act (IDAPA) 16.03.22.215 of the rules for Residential
Care or Assisled Living Facilities i Idaho, states:

“REQUIREMENTS FOR A FACILITY ADMINISTRATOR. Each facility must
be organized and administered under one (1) licensed administrator assigned as the
person responsible for the operation of the facility...

Facilities that meet the requirements stated below may be eligible to receive a variance lo have
one person serve as administrator over two or more facilities.

GUIDELINES FOR VARIANCE FOR ADMINISTRATOR
OVER MORE THAN ONE FACILITY

1. The administrator holds a full residential care adnunistrators license from the Idaho Bureau
of Occupational Licensing.

2. The facilities are not located more than fifty (50) miles from the city in which the licensed
administrator resides.

3. Neither facility has received a core issue deficiency within the past two years,

4. Each facility has corrected and sustained correction of non-core issue deficiencies cited on
previous surveys.

5. The total number of facilities 1he administrator will act as administrator for does nol exceed
four.

6. The total number of beds, for which the vanance is requested, does not exceed eighty (80).

7. Therequest for a variance must include a high level plan of operation (Idaho Code 39-3321),
mclude at a minimum:
a)} an organizational chart;
b) a description of the lines of authority; and
c¢) adescription of responsibility for supervision and notifications when the admimstrator is
not in the building.

8. The admimstrator signs and returns the attached attestation.

However, due to the core deficiencies (IDAPA 16.03.22.520 and 16.03.22.525) cited on July
28, 2010, a variance cannot be granted for the current administrator to be over two
facilities. Therefore, separate administrators must be obtained for Huckleberry
Retircment Homes, LLC - 11! aud Huckleberry Retirement Homes, L1.C - IV.
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_' The following deficlencies were cited during the | |
 re-licensure and fallow-up conducted on 7/27/10 | ‘
" through 7/28/10 at your residential care/asslsted | :
living facility. The surveyors conducting the | |
| survey werg: : :
Rache| Corey, RN ‘ !
. Team Coordinator ! i
Health Facility Surveyor ; I
; Karen Anderson, RN i 1
t Heailth Facility Surveyor i :
" Donna Henscheid, LSW : |
* Health Facilily Surveyor : !
i :
~ Survey Detinitions: ;
© mcg = microgram I '
NSA = Negoliated Service Agreement f
. RN = Registered Nurse .
sec = seconds '
UAI = Uniform Assessment Insirument ‘ 1
yr = year ‘ i
R 008, 16.03.22 520 Protect Residents from Inadeguate R 008
Care. ! '
" The administrator must assure that policies and :
procedures are implemented fo assure thatall
_residents are free from inadequate care. !
: l
. This Rule is not met as evidenced by: )
Based on observatlon, record review and i ,
interview, it was determined the facility failed to ]
. provide supervision to 2 of &5 sampled residents |
{#1 and #4) by not providing up and awake siaff. |
. Further, the facility did not provide a safe living
“environmenl for 2 of 2 sampled residents |
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R008 Continued From page 1 - R008 ?
(Resident #1 and #4) who were at risk for ' -
elopement. The findings Include: i J :

; g / ga;PEfé-U!blo
1. Supervision :
According to IDAPA 16,03,22600.01 "Far ORRELTIVE RETION
Fagilities i d for fifteen (15) beds or | ; “
- Fagcilities licensed for fifteen eds or less, |
" there must be at least one (1}, or more qualified Heospen7 Hd WQZF . §-3-10
and trained staff, immadietely available, inthe | TRMANS FERRD To e
- facility during resident sieaping hours. iIf any : WiTH Up AY Hovr STH
_restdent has been assessed as having night i
needs, or is incapable of calling for assistance
‘ staff must be up and awakea.” !I ;QW ey WhS :
On 7/27/10 at 3:25 PM, the administrator stated | renneFERED T6 REF . §-lo-{¢
' the night shift staff were not up and awake. She ! L Q¢ Howre STAFF
: | W TMH P
slated the intercom call system was turned an at | |
night to & "moniter”’ position, so staff could hear if | ] 1
restdents needsad assistance. She further stated, ‘ > ;
"It is a sma facility. We can hear everylthing that ! ﬁ&f} [ DENTS Wi Lt (g :
" [ D o) y 7‘74‘&,‘[24 ) 3 .
goes an ; (DNt FIED D). LA
- i i " | AsSess MENTS !
A. Resident #1 was admitied to the facility on , Al &rurs Lot
1/0/08, with diagnoses including Alzheimer's . STATE CL Bf AAMINISTERTOR
_dementia, | RE ASDELSED cens
An NSA, dated 6/21/10, documented under the | aHen RMO BNS ASEESS
- “"Supervision" section, the resident raquired . NONE MNEEDOER.
“gxtensive supervision, constant verbal cues and ; SFarTinG T-ALTIO .
. & behavioral management program." Also, the : .
resident required mederate assistance with ; Tl eoveH P&aot—Aﬂ dﬂn&-ﬂd@i
. toileting related to Incontinence, cieaning and ‘ +AFE 7o INCLLDE -
' putting on protective garments and adjusting BY S R INC , COGNITIVE §-2670
Tothi ‘ W aA O g 11 CoTION |
_ clething ! ’JHK}MO%'NM .
: ‘ * St i e BN 0F THESE
A UAI, daled 4/22/10, documented under the | 0 Y L
"Suparvision" section the resident required ; CH AT )
"axtensive" supervigion and the resident is ) F-20-10 Py
- "frequently disoriented to person, place, time or | Vi JNSERICE, T
: situall - i i 1 grare KeetiVile 0
i situalion, even if in familiar surroundings, and ! oN) CHAKT I N G ax
3ureau of Facllity Slandards
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R008 Continued From page 2 i ROOB i
i ision and oversight for safet ‘ AbminisTRATOR TO /40
- requires supervision ang oversight for safely. I ELLL. )
" Frequently, jJudgement is poor. Needs proteclion Review N7 EAAJ:’ 20 4

“-h Mord i TOR,
o Review AUD EAART

NEX AESESDMENTS

and supervision because client makes unsafe
and inappropriate decisions.” if also documented
the resident required moderate assistance with

i
|

! toileting and physical assistance wilh parts of
I tasks such as wiping. ¢leaning, clothing j DRI NG NER UeITs, ,
adjustment. : ALTiens 7 Be TR/
So Thes Does NET Recor

- Care notes, undated, documenied the resident

" wandered throughout the facility. Staff to "redirect
. if it is appropriate. She complies for the second
_and forgets what you said 5 - 10 secs [ater."

Ertopn 1 Ars DATE §207/0
Eoreloan D SHALL L.
Cus o THE STHEEZ

/. TrRoNSFER TO A '

Ly WITH OF
FAdt Sagsl |

Care notes, dated 6/27/10, documented the
resident "still wanders within facllity - Sits outside (G-t
N F’m&)j& L. 8T

" wilh other residents on nice days." 2 IF ;
2 e e d1Re AND |

On 7/27/10 al 2:00 PM. the administrator stated . THRT T HZ

the staff were not up and awake at night. She STaee WITH a4
stated they leave the intercoms ‘open” so the Up STRAFF.

slaff can hear in the rooms at night.

On 7/28/10 at 10:30 AM, a caregiver slated
Resident #1 was not aware thera was an
. intercom in her room. Further, the careglver ‘
stated sea somatimas heard the resident up ; .
using the tollet and wandering around with
another resident at night.

Rasident #1 required supervision and assistance
with toileting during the night time hours and was |
not able to call for help using the intercom .
systemn, due 10 her decreased cognlition. Up and |
awake staff were not provided to ensure Resident
#1's safely and activities of daily living needs
- were met.

B. Resident #4 was admitted on 1/21/07, with
diagnoses of mixed dementia and left eye

staau of Faciily Standards
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R 008 : Continued From page 3 R dog
blindness. 1
: 7o
Resident #4's NSA, dated 3/19/10, documented ADpinie TRA ToR | ‘
! the resident needed assistance with tolleting and ! w ANOTES Lo §.2e /0
. required stand-by assistance for transferring. it - %2 ve " ,( A \
~ further documented the resident showed i 7o Map}'fdz !
. "fraquent perfods of confusion in walking and I - AMART Hexk 1
using a walker. Staff to supervise." Under the EVIEW JRINTG |
heading "Supervision," the NSA documented the | 455355’”6”% 2 ‘
resident required frequent verbal cues for i ;
- confusion, : HER VIeiTs: e
' Res Aa-rions To BE 77 =
. Resident #4's Uniform Needs Assessment !

| Updated, on 6/20/10, documented the resident So THw DO 5 !
was "frequently disoriented, even in familtar : !
surroundings - requires supervision and aversight
for safety.”

Care noles, datad 6/20/10, dacumentad the
. resident was unable {0 use walkar correctly, and | .
" required assistance with dressing and tolleting. ' Fﬁw&ﬁ\'/ LIITH UP ‘

P
®
O
Q%J\
)

Care notes, dated 7/14/10, documented the : i
. resident's confuslon was increasing and slaff ! |
oL 1 FEASIHIE

L

" were assisting with all activities of daily living.

On 7/28/10 at 7:45 AM, Resident #4 was asked ! o Fort. VP VS .
how she contacted staff when she needed help -5'T F
and stated, " don’t know." . ;

' On 7/28/10 at 8:00 AM, a caregiver stated d !
' Resident #4 required supervision due to har | i
canfusion, and required assistance with activitles | ‘ i
of daily living.

1 On 7/28/10 at 10:30 AM, a caregiver stated she
" had heard Resident #4 up during the night with ;
" another rasident. i

b
On 7/28/10 9:15 AM, Resident #4 was observed l ;

ureau of Facllity Standards
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R 008

R 008, Continued From pags 4

unsteady on her feet and ambulating with her
walker lurned sideways.

Resident #4 required assistance and supervision
of activities of daily iving. Due to her cognition
and rmobility needs, the resident was unable to
call for assistance during the night. The facllity did
not provide up and awake staff ta supervise the
resident and ensure her toileting, mobllity, and
safety needs were met during the night.

2. Safe Living Environment

According to IDAPA 16.03.22.150.14. "Secure
Environment, If the facility accepts and retains
residents who have cognltive impairment, the
facilly must provide an Interior environment and
exlerior yard, which is secure and safe.

On 7/27/10 and 7/28/10 the facility was obsarved.
The main entrance was observad with an alarm
systern that was not In use. The front door
openad to a circular driveway and the street.
Exits to the rear of the facllity were observed
leading to a back yard which was surrounded by
a chain-link fence that was approximately 4 1/2
faet tall. Several residents' rooms had sliding
glass doors leading o outside patios and the
backyard.

A. Resident #1 was admitted to the facliity on
1/9/08, with diagnopses including Alzhelmer's
dementla.

A NSA, dated 5/21/10, documented "wandering:
staff to provide supervision - redirect wher
appropriate and as needed. Comment: Has not
wandered outslda for quite sometime (a yr. or

| 50).

1

3
:
§

§-aa+70

g-FBo-i o
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A UA|, daled 4/22/10, documented the resident is |

. "frequently disorienied to person, place, time or

situation, even if in familiar surroundings, and
reguires supervision and ovarsight for safety.

~ Frequently, judgement is paor Neads protection
. ang supervision because client makes unsafe
~and inappropriate decisions.”

- Care notes, undated, documented the resident

wandered throughout the facility. Staff to "redirect
if it is appropriate. She complies for the second
and forgets what you said 5 - 10 secs later.”

. On 7/28/10 Resident #1's room was observed to
- have an unsecurad patio door which opened to
. an unsecured area in the front of the building.

Cn 7/28/10 st 10:35 AM a family member stated
the resident would not be safe outside
unsupervised unless in a fenced yard.

" Resident #1 was at risk of elopement and was

D o To DBE ﬁss.emz;.g' 4 3110

é%f@%’ rive AND ELOPE

MENT |

ﬁ,ﬁf W Ho %ﬂ)pgﬂ y, ,
O EnditTy AV O

ﬁggldoéuwr u é /5:07&:_5

Wit BE ADrTTED P

Rooms THA

Bl cn&sdld ££0

ﬁa%om*‘—" werh 5“:.2«.@

(ot KAVE ABEMS T
OerRs 16 Soonb i

: oM B

A.Dm uiSTRATOR e

! Rev e ALESEGE
ON wies

nol provided a secure environment {o ensure her

safety.

. B. Resident #4 was admitted on 1/21/07. with
" dlagnoses of mixed dementia and left aye

blindness.

Resident #4's NSA, dated 3/19/10, docurnented

. "Wandering: Staff to provide supervision-redirect

when appropriate and monitor as ngeded "

Rasident #4's Uniform Needs Assgssment,
updated on 6/20/10, documented the resident
was "Frequently disoriented, even in familiar
surroundings- requires supervision and oversight
for safety.” It further documented, "Wanders
within the facilitly-may wander outside; health or

|

> ppeanEnT Wit

Boaae m rne Reon?
LAainG THE ST
A5 LONG AS THEZ 0
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RO0U8 Continued From page 6 R 008
f peg . | REQUEST Fore (A0 oR i
safely may be jeopardized... E PLA W5 Wit PJE'/- PP : q 16~ o
Care notes, dated 3/14/10, documantad the { UMM TTED F, Erﬁf”ﬁﬁ@é,
resident's confusion was Increasing. ! LIFE 54—#&:"—{
' §)T-C£€T
~Care notes, dated 4/20/10, documented the ‘ FeeOmS Faainse DB
rasident had been emptying her room and ; TiaT MAVE x= ey ‘
drawers to pack to go home lo her kids. The | ag loerH ‘
- notes documented, "happens frequently each ‘I To hél A AU b TPEMO ve
vieek.” ; (W DO %2 _ |
; i L DERS, |
- On 7/28A10 at 8:00 AM, a caregiver stated g 5 Waq aement1s |
Regident #4 frequenlly wanled lo go home and | \ w m&zﬁ‘f TEIE. PE@L)I ﬁamwcs,
‘ needed to be redirected. ! et r’-'f:’.z
: e FIURE AP
' Resident #4 was not provided a securg : WE‘ ‘r’
. environment, necessary to provide a safe living g
. enviranment due to her cagnitive impairment and | MW 'i ﬁﬂi‘
risk for elopement. { OUA"—- LAAC | -
i { C)'Ljian (:)!-9{2./ r?"
The facility failed to provide the necessary i UJ' u_ #e D TIme. ~ .
. supervision (0 Residents #1 and #4. asupand | Ot AT TLACE
; awake staff were not avallable to assist the ; w e At 7R E
| residents to ensure their safety, mobility and ! 21N G Aot WEPTHEL
tolleting needs were met during night time hours. | v
Furthermore, the facility did not provide a secure . gqu_&
environment to Residents #1 and #4, who were at| N‘g Coerive ) (= Poss i
" risk for elopement. These fajlures resulted in g (otles tﬂﬁ'ﬁ‘-’P -
. ,, waro F-3l-lo
" iradequate care. : e bR
: ; e se Roo , rJ
R 009' 16.03 22.525 Protect Residents from Neglect. R 009 THE St DeTs W

The adminisirator must assure thal policies and
procedures are Implemented to assure that all
| residents are fre@ from neglect.

" This Rule is not met as evidenced by:
_ Based on observation. record réview and
| interview, it was determined the facility falled to

e -
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R 000 Continued From page 7 ' RO09
) i
i protect 1 of 8 sampled residents (#8) from ; !
. neglect. The findings include: ' |
| ;
" Resident #8 was admitted to the facility on 3/3/09, | :
with diagnoses that inciuded degenerative : !
arthritis in right knee. On 4/6/10, the rasident was | 5
. diagnosed with a fractured pelvis.
| o ~2A-0
. ‘ w HAS ‘
! On 7/28/10 at 10'15 AM, the resident's family ?oucq Revie |
member stated, "l was called on 3/16/10, by a , Pren DoME WITH STAFF
. caregwver to tell me that my mother had a fall !
" while gelting out of the recliner on 3/15/40." She | | For. Tug Forcowing :
i further staled, "l stopped by the facilify the same | A dF AdAanGes
, day and observed my mother having a lot of pain. | { .')NJT (e CAT 10 l m o
Mo was not able to tell me me if the pain was T ResDENT el
' related to her knee pain or if it was related to the | ’ MErTHL DTRTOS |
i fall, | requested the caregiver place a calllo the | - ‘
_ tacility nurse 3o she could consult with the dogtor. ! .Q) wuas 16 RepesT 7o ;
' The caregiver told me, the nurse was not { Rna j
available. My mother was not assessed by the D NoTIFiCATION To RN '.
rurse until after she was seen by the doctor and for DIREAETI oN or) |
: diagnosed with a fractured pelvis. Because she M’z Orosrion | F TO BE
. was not seen by the physician until 46/10, staft . r wﬁ' GAHEI s i
" were not trained on how to best assist her with | TH [
: transfers. One caregiver inslsted it was best for | ? AdC DENT INCIDENT |
. my mother Lo get up and walk " | ‘i%e.poz—c_s i
' "Staff Notes" documented the following: ;- 6) Keporramne. [QEULENTS
: é + {NC: Pruzs T U LEAGING
' *3/131/10, "|Resident's name] has not been herself .
_the past couple of weeks. She will not hardly try | (,) Onre. NoTes ”Doaum.m;?»md
" 1o move around. She is anxious and weepy. : ok 7<)
' Today is the worst | have seen - we are now @ ‘? Au. Resotns fg::fgs 2o
having to lift & transfer her She can't or won't use ; “To e Keep ¥
! her walker. She wants to stay in bed, is in a lot of ! @ Frives To ﬁ“fg. JCA NS
. pain. Started pain pilis today.” SpaLL B K ,r:\uDé‘
i i T tw MeryTED /In CARZE
+ *3131/10, "Uncooperative making it difficuitto | IS BTEs DLSo. -
_transfer her.” [ .
Bureav of Facility Standards
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: *4/1/10, "About the same today

©*4/2/10, " faxed the |physiclan's name] for a

- cughion for her wheelchair and to advise him that !
the pain pills don't appear 1o be knocking down

* the pain,.." i

' “4/8//10, "[Resident's name] going for an x-ray.." | ,

- *4/7110, "Seems easier to transfer her today

' though she is still having a 1ot of pain.” A second
entry noted the facility nurse faxed the physilan
- regarding the resident.

o PT Fear fpaie
@*’*"D‘&ﬁ:ﬁm?g&Pﬂmm L~ G

NG |
puMENTATIOP To LIGERH
Do nef b Wkl K&

' *4/8/10, "Bearing welght better and moving her - SHloux e Gol UEA) !
' feet some to help her transfer. Slill much pain i Koo ot Hap 12 TEA SFECEIN G
. and confused as she was yesterday, [Physician's | IS T BveTl on W N :
: narne] in to see her - increased her patches.” | ‘J‘.”ﬁlffé:;:z, Daa m
_*8/27/10, "[Resident's nama] is still feartul at ‘- Onpe Nofes 1N FoTURE -
" times about ambulating. Staff cues through : I
- ransfers...” :
]

. ‘ vt Raauvine P7. g 27D
| There were no documanted incident gr accident { g}&‘: Hage BN DIREST 8’
" raports, nurse's notes, or care nates found in th L

Dors. nurse dinthe | o TREONNIQES FO@-

' resident's record thal explained the increased
« pain and decline in mobllity. i TRANFEREING A D
i DireeTION onl AHJV

- A physician’s crder, dated 4/8/10, documeénted I STAEE
, fentany! patches (2) at25 mog were to be used | SYMmpToMG 1% '(‘"’SF% !
* for pain relief. A handwritten note on the order . ‘ Swovnto WATCH L

; documented, "Allow her to stay In bed more - but |
"il's okay to get her up into her chair if tolerable .
. &and up for meals as tolerated.” !
| A nursing assessment, dated 4/7/10,
documentad sha had called the resident's doctor
. to increase the paln medication. She documented ;
the resident was having terrible painand hada | i
“ fractured pelvis, ' ;

Bureau of Fagllity Standards
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R 009 Continued From page 9 i RO09 -
STREE INSTRLVATED +0oLICIES,

* Thera was no documentation the nurse instructed | To Pe Fowowen. AT FF\:):m";L‘;':_i'
caregivers what signs or symptoms staff shauld l & STARF ~To Fo Mnulima; o |
report to her, or how to pravide proper assistance - INSTRULTION DU Tod-t

- ; ‘ crR. (N2 DenT, CoNTaL
with transfers due to her increased pain and ADL | Ad o enrd = Mot IN
needs. ' Ry -4 F 'r'%u':ra-ng’m :

. ‘ nNaenD OF Em .

" On 7/28/10 at 8:20 AM, a day shift caregiver : | !
stated she was not on duty when the resident fell. j
She stated she heard the resident was attempting ! ' »

to get up out ofthe recliner and was assisted by a ; To B ?«ZO’

* caregiver to the arm of the recliner chair. She | AddpedT ReporT o ;
stated there was no incident repor Filled out, but Comprered AP

- the night caregiver who was on duty when the | e OALLED |F A PPROPIRIKTE,
incident happened would know the details. : TEIED. :

; BN To Be NONEEP L me. NomiReD
On 7/28/10 at 9:45 AM, a nighishift caregiver | BDmin jeTRA v

. stated the residant had a fall sometime in mid 1 2 “To | NV ESITRATE-

' March. “Sha was getting aut of the recliner, she ABMINISTRATD Reaommenbat -

- gol her legs crossed and slid to the floor. | was in | “Re§ To MAKE ANY e
the klichen and could see she was about to fail, : lows 0R GIVE DIRLETIONS I®

- but | was naot able to get to her in time." She i T IFE.

. furtber stated the resident was not medically "
evaluated or treated at the time of the fall. ; (Pouc,.e_-, roe. ﬁ'e,,oowrpm,- A&'AD&J
Resident #8 complained of increased pain after ! Los Time oF Repoat + ’4’>f
she had a fall on 3/15/10. She was nol seen by R AQCAD ear? VI CATLE.,
the facility RN or physician until 4/6/10, twenty | oo o Ei’»fo SR

~ two days after her fall. During the twenty two ‘ ot ARD Keep i
days, the residanl experienced significant pain [

. and declined from being mostly independentta ! ‘,
requiring almost lptat assistance with transfers ; w on

~and mobilily. There was no documentation the ! KN To Fotuow v e

" physician was notified when the resident ._ Neatnert oD |
complained of increased pain. Additionally, there | VirResTION |
was no dacumentation that caregivers notified the To ‘DoCLMLNT

. RN of the resident's signs and symptoms of i STMF‘:\)‘;E Fouuble OPS

" increased pain and decreased maobility, when lhe ' Crnre. :

_resident first exhibited a change of condition. As | '

" a result, the facility failed to seek limely medical !

3ureau of Facilily Standards
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R 002 Continued From page 10 R 009 :
care for Resident #8. This failure resulted in E !
neglect. ‘ !
i !
|
!
i
‘ ‘
|
| f i
’ j
i i
| I
i
1
i
[
|
ireau of Faclility Standards
"ATE FORM 639 TMNB1T1 It cantinuat'on sheet 11 of 17

PAGE 12/12* RCVD AT 8/31/2010 1:26:49 PM [Mountaln Daylight Time]* 8YR:DHWRIGHTFAX/0 * DHIS: 1888 * CEID:208 265 7284 * DURATION (mn1-55):04-12




|DAHO DEPARTMENT OF BUREAU OF FACILITY STANDARDS ASSISTED LIVING
P.O. Box 83720 R Non-Core Issues

HEALTH « WELFARE Boise, ID 83720-0036 )
Punch List

(208) 334-6626 fax: {208) 364-1888

Facility Name Physical Address Phone Number

i » - i st o e i o L WA S Ry S S A AR N

/'—:‘-L:(_/;L lroor s F L e Jovtey fle iR el A Cos e R o
v ZIP Code

£ B i P W

T yire s

e o
L_”,/._,ﬁj_ﬁ_"', (’;n ’_!—#' L.!L"'1 (./ &._ B - ¢
Survey Date

" Administrator ;,-" City

Survey Team Leader Survey Type
3":}.‘ ' ; AF L4 ) ‘f’_y‘“ . s — ; 7
,;/"‘? ‘i{ : j/! s { { _‘_Jx‘r & /! ':-" C r‘—j L j PR ’1; e ;fl:er, LS f L A £
-
NON-CORE ISSUES
BFS

TE] - DESCRIPTION. .. -~~~/ o | DATE
| 16.08.22° SRR R ) RESOLVED | USE
Lo ju'f .-'if}.f‘&/:f I ,’i,f.

o - N . ; ;o . @) :
1% 7 "5-";5-“‘- Theea i fhree posidenh et opld GasTSIod Sue ngoeepre e i })’“icf’ [OP—

SN e - 3 : - B Py = .
IR - i 1 a y e . , A \\ ‘Q{ ;
vt oo i,
j

i

{

e v i '

Lo et U J JAC LVl 0 A RmnareT Fploftt ADe S g A Gy Sur r e s i
— ! ! 3
of

ey 1 -, «,,"i‘:‘;-, . f L i Y S 4 P A . . ' -
:k}-w_) i s (4 --\4:"\1"/7 LLAA S s el Y Nt s T pant Tk Fhe oo Ea b (17 At _,{ ~f

ITEM. | .- RULE# -

t]\‘\l

protcc ! Fhesr prowe LA

" ) 3
- e . o~ . . ) . . = A - IWE
=3 < {000 O x;{'r foied “oFarn ' oAl A v e el ~ ./._,f pAE FELS e Ty J"‘A_.p [ i \ 1\3—"
7

AN ) i} _ —
- Bl " ] ey 4 ‘ ' ;"—- oo g -
w Y 174 ‘) : - . oo - ; e B ! : . - - _—

5 LA A [ feal R ; b ige i',zf-"_.;‘,.j (L7 }1; o 7 SR e Yo {0 f / / O A\ A

‘ L4 2D - { } : by . il =y : : ‘
Hesidert D Sxperirud a0 b / -JG 2 Newgaar @t e AL weedy o v o
i \
i :

¢ 2
S 1 — [P
T PR B S ;-';../--'\,\...- 5-(; J -"-3 }., L r,,I: i [T TV WS
| shoyTerbe ) i _{ﬂ'e:L v . R (4] / VUONY ey NG T IRSIES Iy WA - ap |
- - -
PR P O ! P LA I i
b G s S0 heed Degen Sngd A0 134ebore TO TUNS _
I R L v [ W . L N ' i =, . -7 i : 7 ; @ - {0 ‘
Pe PEReL HWeloignt T 5 Lo b miieftr) (s Fro WE ‘2’. S Yiox ne D -patey y | /- i L;‘_Q »
- : S ; y e ; ;
[y -
r D A ~
: . - VA
T ] ‘ e : , v A ; - - 7
e cuA Y T w HE S o L te vinsg Ag WEYTOY Fe i) ooy S Y TR R
[

; Lo i
“,u: Pholod i (b

: -‘V" "“ e - - - B 5 ! s r 1 - ’ N .'-‘ ; ~ i o . . - " "-i “V .
g r o . . .
' Orog Yoo o e W Dty
) Date Signed

Response Required Date | Signature of Facility Representative

~ ; ; N
L ;o 7

S 7 Fda 0
& /‘ s SEd fae

BEFS-686 March 2006 9/04



IDAHO DEPARTMENT OF

HEALTH s WELFARE

BUREAU OF FACILITY STANDARDS
P.0. Box 83720

Boise, ID 83720-0036

(208) 334-6626 fax: (208) 364-1888

ASSISTED LIVING
Non-Core Issues
Punch List

Facility Name Physical Address Phone Number
: B . i ce ori g -~ . P - ., e .
ook lebzors e broparnt Hemes 1Y 12i%  formbe ik (oo D ST
Administrator City ZIP Code
, ) - - . .= L
Lidnne H e e -2 r PR A
Survey Team Leader Survey Type' Survey Date
: 3 : 2 A . g i
‘/!‘7 i g,, o ; '\’ ’u e ,,_;? ‘/‘(_{‘ Jleenrsurs / /: oA et Lo | / ,r 5 I o
NON-CORE ISSUES
! ITEM .~ RULE# ,,_.| DESCRIPJ'ION ' R o i DATE BFS
% 16.03.22 R e ' el : RESOLVED | USE
ool a A \ 3 ( ‘ | . : | ! ,_%. 2 ’ -/
o lwnd VDL Tie Ow bty tbor i oadd nuebiaete Bacgendy g db sespes *fJ S al 5 ?J/ / 0/ / 0«\ I~
o i ' TN I
AL = —
N - ' . o t i e . ) H . - . s ; Y [ /ﬁ\_._‘ ‘\n“
15 0.0 ‘;A(;SR},M § Jp-l-l & H 5 q(‘\czdfgq Fs wiere pot o Poe Fed o b ASireny L0 o Filoy ‘,O“;/ / ,/()F
) R . -~ oo : ) . i . ' ;—]l ’ ‘ . C"} - y
b MC‘U; Uip I‘;’“f Lf A f"} E‘r'{ib o behd ‘fjrd &()‘; Neuose COITEN ; i ;ﬁ } G (BT 7;-"“'4 - ’ﬁ' \ 7 \OL\*—
LY S N G i [ P ' H ! o . i 0
Vi T 08 e, | e i Gha pot docefent ancides b (-uzom? RNV R A - {ud,u\

4

.

O s \,—\;-.-..- Pre phusigie O jucr el

q - {'C’/‘, /,}f‘_o--r

1
f

4 L‘{. LIV 1L
3.

IS
PR3 | sy vy - N 2 \'\p?‘ Uz 13y Vil Woantaine o {8 _in
M 730,000 | An 8s-won M Schedule Wil N i
T b
Reéponﬁe Required Date | Signature of Facility Representative Date Signed
"—’,;{/‘ - _ ,'!;: N
[ V! _,.’ f{,_:‘ V

BFS-686 March 2006

5104



- IDAHO OEPARTMENT

0OF

"7/*;5; [16

Page J of g;;"“'*'

i HEALTH &« WELFARE Food Establishment Inspection Report

Food Protection Program, Office of Epidemiology

450 West State Street, Bolse, Idaho 83702 208-334.5938 Critical Violations Good Retail Practices
A ) # of Risk Factor # of Retail Practice ‘f ) A
ablishiper """‘”‘“‘{?“ rtor ,l“ . Violalions Z Violations o
- g —
%\\ A E\’)Qf\)\k}\ A : \,ww\ LN % ] R
d res City #o Rf:peﬂt f _) o R‘cpeat
\% f % \\ -y \ Y (“_/{ “\s\M ‘X ( D A “Sx ( ()i’i Violalicas ~ Violations /
F 4
County Hstab # BHS/S Tnspeciion time: Travel time: Score i Score \%>
AV Y . -
Inspecticn Type: F{]Sk Category: Follow-Up Report:  OR - On-Site Follow-Up: A score greater than 3 Med | A seore greater than 6 Med
\\\ el Date: Date: or 5 High-risk = mandatory | or 8 High-risk = mandatory
Ttems marked are vielations of 1ddhb’s Food Code, IDAPA 16.02.19, and require eorrection as noted. on-site reinspection on-sile reinspection

RISK FACTORS AND INTERVENTIONS (Idalio Food Code applicable sections in parentheses)
The letter Lo the left of each item indicates that item’s stalus at the inspeciion

PEN Demonstratien of Knowledge {2-102) Cos | R . Poléhilally Hazardous Faod Timeﬁemperalufe' © eos| &

L J N 1. Certification by Accredited Program or Appraved olo Xj N N/O N/A | 15. Proper cooking, time and temperature [3-401} 1a
e Course; of correct responses; or compliarce wilh Code N N/O N/A | 16. Reheating for hot okting (3-401) g0
_ ___Employes Health (2-201) Y),N N/O N/A| 17. Cooling (3-403) a0

(YN 2. Exclusion, restrction and reporiing Qld YIN_N/O_N/A [ 18 Hot Holding (3-501} ala
o ______Good Hygienic Practices YN N/IO N/A| 19. Cold Holding (3-501) ala
( z% s z gﬁ;@- 135;‘"9. drinking. or lﬂb;‘m ‘:;?éig?;) g g ([Y, N _N/O N/A| 20. Date marking and gisposition (3-501) gl
 DISCIaIge Tron £y6s, N0se and mouth (e 21.Time &s a public health control (proceduresirecords ~
Conirol of Hands as a Vehicle of Confamination ( 17 N N/O Nia (3-501) ( ) o
' -»Y&’)N 5, Clean hands, properly washed ala Q ¥, N N/O N/A Consumer Advisory
6, Bare hand contact wilh ready-io-sat foodsfexemption \ 22. Consumer advisory for raw or undercooked food
‘.\"“\L))N (3-301) aa ‘g} N N/A - (3-603) aia
AN 7. Handwashing Facilities (5-203 & 6-301) Qg Highly Susceptible Populations
e 23, Pasleurized foods used, avoldance of

e ___Approved Sources ( Y/ N N0 NIAT ™ ookivited foods (3-801) uila

N Jﬁ N 8. Food obtained from approved source (3101 &3-201) [ O | T : Chemioal

: Y) N 9, Recelving temperalure / condition (3-202) alja . — ermica
,Y " | 0. Records: shellslock 1ags, parasile destuclion, alo ( YIN N/A 24, Additives f approved, unap‘prov?d (3-202.12) aa

Q\IIA required HACCP plan {3-202 & 3-203) , ( VN 25, Toxie subsiances property idenlified, stored, used alo
. " Protection from Contamination (- 101 theough 7-301)
(| yJ N N/A | 11.Food seqregated, separated and protected @302 [0 [ vare (NIA WX Corllforman;]e w"“""“;":{';;’g;"':“"’(sa = ala
— . Compliance wilh variance an plan
12, Food contact surfaces clean and sanitized : | = |

LY @A [ E o Ao =

N Y) N 13. Returned / reservice of food (3-306 & 3-801) d1(a Y =yes, in compliance N =no,not in compliance

LY N 14, Discarding / reconditioning unsafe food (3-701} gja /O = not observed N/A = not applicable

: COS= Corrected on-site R=Repeat violation
- [d=COSorR
liemiLocation Temp flemiLocation Temp ltem{Location Temp HemiLocalion Temp_|
- - - s T W
‘(:(AA I8 oo |(I:\ (rf"\l"“rgl \.\)\r\ .“_f? ’j")
( \e v p e 6 ?){'] M )
GOOD RETAIL PRACTICES [BX=not in compliance]
Cos R Cos R Q08 R
O [27. Use of ico and pasteurized eggs O | O | O |34 Food confamination QO | @ | QO |42 Food utensilsfin-use af{a
[ |28. Water source and quantity ‘ ololoal® quulpmem for lemp. O | O | O |43 Thermometers/Test strips aj|a
[ |29. Inseclsrodents/animals O | O | O |36 Personal cleanliness O | O | O |44, Warewashing facility a)a
a é%;g%f;ﬂg;‘c’” -food contact surfaces: constructed, | ) | [ | O |37, Food fabeledicondiion | 1 | 01 | CO |45. Wiping cleths a0
a g}eﬂ:{;;',?{"g instatled; cross-conneclion; beck fow O | O [ O |38 Plantfood cooking 0 | O | O |46 Ulensis & single-senvice storage | O | O
[ |32 Sewage and waste water disposal 3 03 | A (39 Thawing (| L | 1 |47. Physical facitties O |
I [33. Sinks contaminated from cleaning maintenancatoots| [ | O | E] | 40. Tollet facilities Q| O | O |48 Speciatized processingmelhods | 1 |
. éfs p(g;aart!)age and refuse ) Q| O |49 oter a 0
OBSERVATIONS AND CORRECTIVE ACTIONS (CONTINUED ON NEXT PAGE)
I’ AL Y ]{x,e/(fg_ X Nth HUV{ I -‘// x/
Perstm n C{'large (Stenature) rint) Title Date @ o |
Follow-up: Yes
{4 el N A e Do ag Pndlew mia 18] (CicleOne) Mo
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